
Matters arising

GUM clinic as experienced in our depart-
ment, especially as FP practitioners have
been promoting the need for collaboration
between the two specialities to provide a
comprehensive sexual health service for
women.3

At the request of the GUM consultant,
nearly a decade ago, Wandsworth Family
Planning Services established a FP clinic in
the GUM department. This arrangement
has not required any additional funding
from GUM, simply the provision of, initially
one, now two female consultation and
examination rooms one morning a week and
the cooperation of the clerical staff and
nurses. The FP doctors and nurse,
employed by Wandsworth Health Authority,
have had training in GUM and can therefore
provide screening for sexually transmitted
diseases (STDs) using the GUM laboratory
facilities. Wandsworth Family Planning
Services also fund the contraceptives pro-
vided.

This setup has been mutually beneficial
and a recent evaluation is awaiting publica-
tion. In general, referrals from GUM
include: clients requiring contraception and
opting for an on-site service, in particular
HIV seropositive women; post coital contra-
ception follow ups; fittings for an intra-
uterine contraceptive device (IUCD) if
indicated for emergency contraception and
follow up of women treated for a pelvic
infection who have an IUCD. Conversely,
the community based FP services use this
clinic as a tertiary referral centre, particularly
for patients who require an STD screen,
such as women on the combined oral con-
traceptive pill who complain of break-
through bleeding that may be due to
infection or hormonal problems, patients
with inflammatory cervical smears and/or
smears identifying a genital infection,
women who request or clinically require an
STD screen before insertion of an IUCD
and those with IUCD related problems,
such as bleeding, pelvic pain and
Actinomyces israelii infection.

This designated clinic has other advan-
tages. It maintains the confidentiality sought
by GUM patients, especially for HIV
seropositive women for whom confidential-
ity is such an important issue; it attracts
patients from the local FP services who
require an STD screen and are too embar-
rassed to attend a routine GUM clinic and
the FP team can avail of the resources of the
health advisors for tracing contacts of
patients identified with a sexual infection or
counselling of patients requesting an HIV
test. Furthermore, this clinic is ideal for
teaching purposes. It provides on-site train-
ing of GUM doctors and nurses in family
planning and training for FP doctors for the
IUCD letter of competence. FP doctors and
nurses in the community are also encour-
aged to sit in on routine GUM clinics. This
increases awareness among staff of the
importance of collaboration between the two
specialities.
One measure of the clinic's success has

been the need to expand the serice as, ini-
tially only one FP doctor, now two, and still
the appointments are fully booked six weeks
in advance. Together with Wandsworth
Community Health Trust there are plans to
extend the service to three sessions a week,
to include the one tertiary referral FP clinic
and two other standard FP clinics, when the
GUM department is relocated to a new pur-
pose-built building at the end of this year
and can therefore provide more clinic space.

In conclusion, the integration of FP ser-
vices within GUM with staff trained in both
specialities is an alternative, cost-effective,
mutually beneficial, means of providing
coordinated sexual health clinic for women
combining contraceptive provision with
STD/HIV/cervical cytology screening.
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Rectal gonorrhoea as an independent
risk factor for HIV infection in homo-
sexual males

We read with interest the recent study by
Craib and colleagues' which demonstrated
an association between HIV seroconversion
and rectal gonorrhoea in homosexual men.
Because of the shared risks of sexual behav-
iour for both conditions2 and methodologi-
cal problems it has not been possible to
show that the relationship between sexually
transmitted diseases (STDs) and HIV trans-
mission is causal although this is believed to
be the case.3 We studied the association
between non-ulcerative STDs and HIV
seroconversion retrospectively in homosex-
ual men attending the Department of
Genitourinary Medicine in Bristol and our
findings are in agreement with Craib and
colleagues and add further support to the
belief that STDs facilitate the transmission
of HIV. This has important implications for
health intervention programmes in homo-
sexual men.

All homosexual HIV antibody positive
men, up to February 1994, who had had a
previous negative test were identified; these
were matched with controls who had had a
negative test, for age and date of the case's
positive test. Twenty cases and 40 controls
were identified.
No information was available on fre-

quency of anal intercourse or number of
partners per year. To attempt to reduce the
confounding factor of high risk sexual
behaviour for both STDs and HIV we cate-
gorised sexual behaviour into higher and
lower risk groups according to whether the
relationship was open or closed respectively.
Men who had more than one sexual partner
at any given time were recorded as being in
an open type relationship, and men who
were documented to have a (serial) monoga-
mous relationship(s) were considered to be
in a closed type relationship.
The following was recorded from the

notes: age; dates of the positive and last neg-
ative test for the cases and date of test for
the controls; type and number of STDs.
Condom usage which was recorded as

always, sometimes or never.
The median age of cases was 26 years

(range 17-37); this was not statistically dif-
ferent from the controls. The median test
interval was 20 months (range 1-61), in the
controls the mean difference from the
matching test date was 5-45 months (SD
6.23).

There was shown to be no difference in
incidence of hepatitis B or syphilis between
the two groups. Two (10%) of 20 cases and
three (7.5%) of 40 controls had had hepati-
tis B. One (5%) of 20 cases and no controls
had had syphilis. None of the index patients
acquired these infections during the study
period.
To assess the role of STDs in facilitating

HIV infection we considered only those
which are present on the genital epithe-
lium/mucosa that is, gonorrhoea, genital
warts, genital herpes and non-specific ure-
thritis. STDs were recorded during the
study period for the index patients and for
an equivalent time period for the controls.
We considered all patients with no docu-
mented history of an STD infection as being
"negative" and found that presence of STDs
showed a significant relationship with risk of
seroconversion (p < 0-01). Information on
STDs was not available in eight of the index
patients since their negative HIV test. Six
(30%) of 20 cases and two (5%) of 40
controls had had at least one STD. Open
relationship type also carried a significant
increased risk of seroconversion (p <0.02).
Sixteen (80%) of 20 cases and 18 (45%) of
40 controls were in the high risk group.

In order to control for the confounding
factor that males in open relationships are
theoretically more likely to become infected
with STDs and HIV we carried out a
Mantel-Haensel multivariate analysis. STDs
were independently associated (odds ratio =
5-91 CI 1.43-24.5) with HIV seroconver-
sion as was open type relationship (odds
ratio = 8-41 CI 1.32-53.4).
Use of condoms was not statistically sig-

nificant between cases and controls.
Information was not available in two index
patients and four controls. Of the index
patients two (11%) always used condoms,
three (17%) sometimes and 13 (72%) never
used them compared with three (8.3%), six
(17%) and 27 (75%) respectively of the con-
trols.

Whilst this is a retrospective study and the
low use of condoms might not reflect
current sexual behaviour there is evidence
that risk behaviour among young homosex-
ual men is still high despite on-going HIV
prevention programmes.4 New approaches
are therefore urgently needed. Much interest
is currently focused on the prevention,
treatment and control of STDs as a means
of reducing HIV transmission in hetero-
sexual populations from the developing
world. Our findings support the conclusion
of Craib and colleagues that health inter-
vention programmes are needed which are
designed to control gonorrhoea. In addition
they suggest that these programmes should
also be directed at other STDs. This study
provides support for the continued develop-
ment and expansion of such programmes in
all sexually active individuals.
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A case cluster of possible tissue invasive
gonorrhoea

I read with great interest the report by Brook
et al of a cluster of five cases of invasive
gonococcal infection.' The authors appar-
ently are unaware of a similar report pub-
lished over twenty years ago.2 We described
a cluster in which a male patient with gonor-
rhoea infected seven of eight female con-
tacts. Two other female partners could not
be located. Among the seven infected
women, two had disseminated gonococcal
infection, four had pelvic inflammatory dis-
ease, and one had a Bartholin gland abscess.
Three weeks after successful treatment of his
urethritis, the male index case returned with
disseminated gonococcal infection, having
resumed intercourse with some of the same
partners prior to their diagnosis and treat-
ment.

In 1973 we lacked the ability to defini-
tively prove that all of our patients were
infected with the same strain of Neisseria
gonorrhoeae. However, the epidemiologic cir-
cumstances made it clear that most or all of
the patients in fact shared a common strain.
We also cited several other reports from
1940 to 1972 that documented complica-
tions of gonococcal disease in couples or in
mother-infant pairs.'-7 Collectively, these
reports provided the first hint of variations
in pathogenicity among gonococci.

There is nothing new under the sun (to
coin a phrase)!
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Pseudomonas aeruginosa infections
and HIV

Ali, et al ' provide an interesting overview of
their experience over a five year period with
pseudomonas infections in HIV seropositive
patients. Their report of an increase in the
frequency of both pneumonic and septi-
caemic illness due to this organism concurs
with other recent studies. Two points arise
however, which merit further discussion. A
report from this centre is incorrectly refer-
enced2 as illustrating that pneumonias due
to Staphylococcus aureus and nosocomially
acquired gram-negative organisms occur
with increased frequency in patients with
indwelling central venous catheters (CVCs).
In fact, what the quoted study demonstrated
was an increased frequency of pseudomonas
as an isolate in the blood cultures of HIV
seropositive patients with septicaemia
(found in 19 of 52), especially those with
indwelling CVCs; in only two of these
patients was there evidence of a pseudo-
monas pneumonia. In the same study an
apparent association with concurrent CMV
infection was cautiously suggested, but the
results of Ali et al do not support this.
More importantly however, their con-

clusion that the use of systemic pneumo-cys-
tis prophylaxis is an independent risk
factor for the development of Pseudomonas
aeruginosa pneumonia is erroneous and is
not supported by the data provided. As the
authors note, the affected patient group
were all in the advanced stages of HIV dis-
ease with low CD4 counts. Not surprisingly
therefore, the vast majority were also on
Pneumocystis carinii (PCP) prophylaxis.
However, without showing an increased risk
for this group over a similarly severely
immunosuppressed matched group not
taking PCP prophylaxis (which for obvious
reasons would be difficult to gather), this
conclusion cannot be drawn. The low CD4
count, on the other hand, may be the rele-
vant variable.
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Among the women attending with genital
warts there was a significant excess of
smears showing "superficial dyskaryosis".
None of these women had evidence of high
grade CIN and certainly none of them had
cervical cancer. All of the more severe cyto-
logical abnormalities occurred in women
with trichomonas and gonorrhoea.

Having performed this very preliminary
study, two of the authors returned to Italy
where they conducted a more rigorous
study4, which demonstrated no evidence of
an association between genital warts and
subsequent carcinoma in situ or invasive
cervical cancer. Ever since discovering the
second negative paper it has always amazed
me how widely quoted is the first paper by
these authors, whilst the second is almost
universally ignored. Is it because the first
paper was in a British journal and the sec-
ond one in an American journal? Did the
first paper have a "snappier title" Or was it
because the first paper confirmed people's
prejudices and the second didn't? The origi-
nal idea of an association was further refuted
by our own work.'

Could it be that the myth of genital warts
needs the same treatment as the other myth
about cervical cancer-that "it has been
known for 150 years not to occur in vir-
gins"-finally debunked in 1991?6

MALCOLM GRIFFITHS
Department of Obstetrics and Gynaecology
Luton and Dunstable Hospital NHS Trust

Lewsey Road, Luton, LU4 ODZ

1 Hellberg D, Borendal N, Sikstrom B, Nilsson
S, Mardh P-A. Comparison of women with
cervical human papillomavirus infection and
genital warts. I. Some behavioural factors
and clinical findings. Genitourin Med 1995;
71:88-91.

2 Franceschi S, Doll R, Galleway J, et al. Genital
warts and cervical neoplasia: An epidemio-
logical study. Br J7 Cancer 1983;48:
621-8.

3 Sheppard S, White M, Walzman M. Genital
warts: Just a nuisance? Genitourin Med 1995;
71:194-5.

4 la Vecchia C, Franceschi S, Decarli A. et al.
Sexual factors, venereal disease and risk of
intraepithelial and invasive cervical neo-
plasia. Cancer 1986;58:935-41.

5 Griffiths M, Sanderson D, Penna LK. Cervical
epithelial abnormalities among women with
warts-no more common than among
controls. Int Jf Gynecol Cancer 1992;2:
49-51.

6 Griffiths M. "Nuns, spinsters and virgins"-
Rigoni-Stern and cervical cancer revisited. Br
J Obstet Gynaecol 199 l;98:797-802.

Carcinoma of the penis: A cluster of
cases in young men

Pneumococcal vaccine and HIV infec-
tion
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Hellberg and colleagues' state "An associa-
tion between cervical dyskaryosis, as well as
the role of HPV in cervical cancer in situ
and in invasive cancer, has been demon-
strated." They quote Franceschi and col-
leagues2 in support of this claim.

Sheppard and colleagues3 report the psy-
chological distress of patients diagnosed
with genital warts, for whom ". . . there is
the fear of the link between genital warts and
cervical cancer".
The paper which is frequently quoted as

establishing a link between genital warts and
cervical cancer by Franceschi and
colleagues2 did no such thing. These authors
studied women attending a genitourinary
medicine clinic, who had smears taken.

The authors of the recent article Carcinoma
of the penis in a HIV positive patient' empha-
sise that this malignancy is rare in the
immuno-competent population, especially in
young men. Indeed, in 1989 (the most
recent year for which figures are available)2
there were only 45 notified cases in men
under the age of 50 years in England and
Wales.

It may therefore be of interest to report
that recently, in the space of seven months,
no fewer than four apparently immunocom-
petent men presented to this department
with ulcerating lesions, clinically suspicious
of malignancy. The men's ages ranged from
34 to 48 years. Although none had a HIV
test, they were all heterosexual with no high
risk factors for HIV infection. Two of the
four had clinical appearances suggestive of
lichen sclerosus, a third had a history of gen-
ital warts and all were uncircumcised.
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